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drowsiness minimized... 


allergic patients remain alert... 


Clinical reports describing the use of 
Thephorin in 2564 patients with hay fever 
and other allergies indicate an incidence 
of drowsiness of only 2.92%. In contrast 
with other antihistamines, Thephorin can 
therefore be given to motorists and other 
patients who have to remain alert. Highly 
effective and well tolerated in most cases, 
Thephorin is available in 25-mg tablets 
and as a palatable syrup which permits 


convenient adjustment of dosage. 


HOFFMANN-LA ROCHE INC ¢ NUTLEY 10 ¢ N, J. 


Thephorin*® 


brand of phenindamine 
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SPLENDID PROGRAM SCHEDULED 
FOR SOUTHWESTERN 
MEETING 


ah nm 


SOUTHWESTERN MEDICINE takes great pleasure in presenting the 
preliminary groundwork which has been done in anticipation of the annual 
meeting of the Southwestern Medical Association which takes place in 
Phoenix, at the Westward Ho, Oct. 26 - 28. The medical profession in 
Phoenix is leaving no stone unturned in an effort to make this a profitable 
and worthwhile scientific assembly. They have been able to furnish the 
medical profession of the Southwest with a speaker-team which represents 
men nationally known in their respective specialties. 


While the program is not as yet complete, the following 
speakers will be present: 


William Dock, M. D., Professor of Medicine, Long Island Medical 
School, Brooklyn, New York. 


Stewart Wolf, M. D., Associate Professor of Medicine at Cornell 
University. 


John H. Lawrence, M. D., University of California, Chief of the Donner 
Laboratory of Medical Physics. 


Joseph Gale, M. D., Professor of Surgery, University of Wisconsin. 

George Piness, M. D., Los Angeles, a leader in the field of allergy. 

Salvadore Zubiran, M. D., Professor of Medicine, University of Mexico. 

Leon Goldman, M. D., Associate Professor of Surgery, University of 
California. 


Maxwell M. Wintrobe, M. D., University of Utah, eminent hematologist. 


During 1950 cortisone and ACTH have come to the front in the treat- 
ment of various conditicns, and the profession will have the opportunity of 
obtaining first-hand information from teachers who have had considerable 
experience with the use of these two preparations. It is extremely fortu- 
nate that the Southwestern Medical Association has been able to obtain this 
galaxy of medical talent; and it is suggested that the profession in general 
mark their calendars and make it a point to be in Phoenix Oct. 26 - 28. 
A large and enthusiastic attendance is the only recompense for the hard 
work of the Phoenix physicians who are endeavoring to make this a banner 
presentation. 
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THERE IS NOTHING NEW UNDER THE 


In a collection of old books and periodicals be- 
longing to Dr. Caryl C. Hill, El Paso, Texas, optome- 
trist, is a copy of an interesting book, “The Family 
Adviser’, written by John Wesley, founder of the 
Methodist Church. About 1745, Wesley came to 
America to visit his churches and missions and saw 
a great need for family health instruction among the 
Settlers. Therefore, he collected from the works of 
Hume, Cullen, and McBride, the best medical au- 
thorities of the time, what he considered the most 
important facts about the common diseases. A typi- 
cal example of this work is this chapter on mumps. 

“The Family Adviser” was not published, how- 
ever, until 1795, or two years after Wesley's death. 
Hitt and Ware of Philadelphia probably had the 
manuscript in their possession all this time, since they 
were the official printers for the Methodist Society in 
the United States. 

Bound with it is a volume of Premative Physics, 
which lists a large number of remedies, concoctions, 
and therapeutic procedures recommended by Wesley. 
The Premative Physics was first published in London 
in 1747, and the 27th edition is included with this 
volume of “The Family Adviser.” According to the 
preface this edition was printed in 1814, but when 
the two were combined into one volume is not 
known, — RussELt HO tt, M. D., Et Paso. 


The physician columnists of today, who answer 
letters regarding diagnosis and therapy of common 
disorders are, let us say, cautious in their recommen- 
dations. This caution has in all probability developed 
due to the better state of the medical ethics existing 
at the present. Now at least the patients are advised 
as to their personal hygiene and advised to see their 
local physician. Such was not the case in early Colo- 
nial United States. 

Very recently your editor was able to read a medi- 
cal treatise designed for the consumption of the laity, 
called “The Family Adviser”. This well may be one 
of the first books of this type written. It does not 
contain the finesse of Dr. Fishbein, but it has the same 
purpose as the lay texts of this modern era. When 
one considers that this text was written in 1798, be- 
fore really scientific medicine, it is extraordinary that 
physicians at this time should be able to diagnose cer- 
tain diseases entirely by the history and their powers 
of observation. Most of the subject matter of this lay 
publication was drawn from the works of Hume, 
Cullen, and McBride, prominent English physicians 
of this age. When one reads the book carefully, it is 
found that perhaps we haven’t made such tremendous 
progress along certain lines. For example, the short 
chapter, No. 13, entitled “The Mumps” reads as fol- 
lows: 


THE MUMPS 


“The Mumps: Contagion is the cause of this com- 
plaint. It makes its appearance with the usual febrile 
symptoms of chills, succeeding heat, and quickened 
pulse. This is shortly followed by a swelling at the 
corner of the lower jaw of a moveable glandular 
nature, and in a little time it diffuses itself over the 
whole neck. Sometimes both sides are affected. It 
continues, increasing until about the fourth day, and 
then declines with fever. As the swelling recedes, 
some tumour is apt to take place in the testes of the 
male, and the breast of the women. Sometimes when 
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this has not taken place, or when it has been repelld 
by imprudent applications, the fever has continued or 
increased with delirium. 

Management: The patient should be kept on a low 
vegetable diet and not exposed to cold. The above 
generally will be sufficient, but when the circumstance 
mentioned takes place, it will be necessary to direct 
something more than the above. 

Cure: We should apply warm, stewed, bitter herbs, 
or warm bread and milk poultices to the parts, and if 
the fever and delirium be considerable, the patient 
should be bled, if he is able to bear bleeding. Other- 
wise a puke should be the only evacuant, viz. fifteen 
grains of ipecacuana, more or less, according to the 
patient’s age — Besides this or these, it may be neces- 
sary to apply a blister to the back of the neck. In 
slighter cases, the puke and fomentations will be suf- 
ficent. In all cases, cotiveness should be prevented 
by clysters, castor oil, or salts.” 


SAME COMPLICATIONS 


One hundred and fifty-seven years have elapsed, 
and while we do not bleed patients, we still have the 
same complications that apparently existed at this 
time; the delirium, undoubtedly, means encephalitis, 
a complication to which therapeutic approach still 
leaves much to be desired. 

The treatment of anemia at this time made use of 
iron. How much iron the patient really got would 
be indeed questionable, but the following prescription 
if used in large amounts, while it might not improve 
the anemia, might well contribute to the patient's 
sense of well-being. The prescription in vogue at 
that time was as follows: 

“Tincture of Stell or Iron, No. 78. On a handful of 
flakes that fly off round the anvil (in a blacksmith’s 
shop) pour a quart of port wine: let it stand a few 
weeks, and then use half a wine-glass full, once, or 
twice, or three times a day.” 


“PRIMITIVE PHYSIC” 


At this time it was well recognized that the psyche 
contributed to disease states,! and John Wesley in 
1747 in a treatise called, “Primitive physic”? made the 
following observation; “1. The passions have a greater 
influence on health than most people are aware oi. 

All violent or sudden passions dispose to, or actual- 
i throw people into acute diseases. 3. The slow and 
lasting passions, such as grief and hopeless love, bring 
on chronic diseases and low fevers. 4. Till the passion 
which has caused the disease is calmed, medicine is 
applied in vain. 5. The Love of God, as it is the 
sovereign remedy of all miseries, so in particular i! 
effectually prevents all bodily disorders the passions 
introduce, by keeping the passions themselves within 
due bounds, and by the unspeakable joy and perfect 
calm, serenity and tranquillity it gives the mind, it be 
comes the most powerful of all means of health an‘! 
long life.” 


PSYCHOSOMATIC PROBLEMS 


In the past decade, the medical profession’s atten 
tion has been focused again on the problems of 
psychosomatic nature, and again we see that in th 
early seventeen hundreds, the influence of this facto 
was prevalent and recognizable just as it is today 
The busy practitioner has little time to devote to th 


history of medicine. Some of the medical schools ar 
attempting to incorporate the historical aspects of th 
profession into modern teaching. This is especiall 
pertinent; for, as we have made great scientific ad 
vances, these ‘scientific advances have to some degre 


(Continued on Page 291) 
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De Kebus Wedicis Ct Politicis 


BY ROBERT B. HOMAN, JR., M. D., EL PASO, TEXAS 
MEMBER OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL ASSOCIATION 





MR. EWING’S TRIBULATIONS 


Mr. Oscar Ewing, the New York lawyer, who is 
leral Security Administrator, has been having a 
ier rough ride recently. Mr. Ewing is the admin- 
ation’s leading tub-thumper for compulsory health 
irance. He would like to be a secretary with 
inet rank and was feeling around for the Demo- 
tic nomination for Governor of New York until he 
ently gracefully retired from this field. It must be 
iembered that he has never been elected to public 
ce — he is merely an appointed officer of that 
rth branch of government called Bureaucracy. 
Mr. Ewing’s troubles began several weeks ago 
en a house sub-committee of three Democrats and 
to Republicans unanimously reported that the Fed- 
1 Security Agency is mismanaged, its staff engaged 
propaganda, and the agency inefficient, wasteful, 
| overstaffed. The report stated further that many 
the agency’s top officials know of these “short- 
mings and discrepencies”, but “are wary of making 
cisions that would reduce employment or incur the 
|-will of a colleague or of a particular group with 
iom they disagree”. 


OPPORTUNE TIME 


Fortunately, for America, this report came at a 
very opportune time — just as the House began con- 
sideration of Re-organization Plan No. 27. This plan 
would have converted the Federal Security Agency 
into a Department of Health, Education, and Security, 
with our Mr. Ewing as the secretary of the depart- 
ment, with cabinet rank. Plan No. 27 was quickly 
emasculated by the House of Representatives — the 
first veto of a re-organization plan by the House. This 
is the second time that Mr. Ewing’s ambitions to be 
a big secretary have been thwarted. 

Our hero’s troubles had just begun. The House 
Lobbying Committee recently had Mr. Ewing on the 
carpet for a three hour session and then broke off 
the hearing after ordering its staff to bring in more 
information. Specifically, the data the Committee 


wants is a complete statement on cost to the govern- 
ment (the taxpayer) of any speeches by Mr. Ewing 
or Others in the agency designed to promote national 
health insurance. This is to include the cost of pre- 
paring speeches and travel expenses. They would also 
like to know who paid for the 1948 National Health 
Assembly in Washington. 


ADMITS ADVICE 


Mr. Ewing admitted advising a group of organiza- 
tions on strategy to win Senators over to Re-organiza- 
tion Plan No. 27. Another meeting of interest was a 
luncheon given in the F. S. A. Building for represen- 
tatives of veteran’s organizations. Mr. Ewing was 
the host, and said that he paid for the food, but 
F. S. A. messengers were used as waiters. At this 
meeting he urged support of Plan No. 27 and dis- 
cussed the United Medical Administration bill. Mr. 
Ewing also testified that he had given thirty-three 
speeches this year, “but if there is a word of politics 
in them, I pay my own way”. He explained that 
F. S. A. has “lots of information to disseminate” and 
hires sixty-four public relations people but that they 
don’t spend much time writing speeches!” He replied 
to criticism of his European trip (to study socialized 
medicine abroad) by saying — “Why, without ques- 
tion it was official business”. He said he was doing 
everything he considered proper to push the Truman 
compulsory health insurance plan. Of his speeches 
in its behalf, he said: “It is my conception that when 
we keep within the realm of public discussion it is 
perfectly proper”. In this connection a General Ac- 
counting Office spokesman is quoted as saying that 
officials of Mr. Ewing’s rank may engage in politics, 
although these activities would be illegal for Mr. 
Ewing’s employees. 

Truly the old adage that election or appointment 
of a man to public office does not endow him with 
wisdom but simply endows him with power is ap- 
plicable to Mr. Ewing. 





Aminopterin in the Treatment 


of Acute Leukemia 


This drug is highly unsatisfactory as a therapeutic 
agent. Although in some cases it has favorably in- 
fluenced the course of leukemia and has a more defi- 
nite effect than any other procedure used, its action 
is unpredictable and unsafe. A beneficial effect has 
been observed only in a minority of cases and then 
temporarily, resulting, at best, in nothing more than 
transient remission. It may cause serious toxic re- 
actions. Therefore, since use of aminopterin is still 
in experimental stages, it should be restricted to 
clinics and hospitals where patients can be observed 
carefully and corrective measures employed promptly. 


Clough, P.: Aminopterin in Treatment of Acute Leukemia: 
Editorial, Ann. Int. Med. 31:1129 (Dec.) 1949. 


Cancer of the Lip 


Patients with early and localized cancer of the lip 
have a good chance of permanent cure by irradiation. 
In a series of 259 cases, 83% of the patients, whose 
physical condition was such that they could tolerate 
a routine plan of radiation, were cured permanently. 
Surgery may be necessary for resistant, recurrent or 
late radiation ulcers. 


Widman, B.: Cancer of the Lip, Am. J. Roentgenol, 63:13 


(Jan.) 1950. 





Civilian Protection in Wartime 


A new treaty for the wartime protection of civi- 
lians was adopted at a diplomatic conference in Ge- 
neva last summer attended by delegates from 59 coun- 
tries. It is subject to ratification by the nations con- 
cerned. 
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FUNCTIONAL UTERINE BLEEDING#*® 
By R. W. Te Linde 
The John Hopkins University, 


Inasmuch as there is considerable confusion in the 
literature regarding the exact definition of functional 
uterine bleeding, it is probably best that we define the 
term as used in this paper. Our conception of func- 
tional bleeding is bleeding from a uterus which is not 
explained on the basis of a gross pathological lesion 
in that organ. That is slightly different from saying 
that it is bleeding from a uterus which does not 
harbor neoplasm or infection. For example, incidental 
fibroids frequently occur in a uterus which is bleeding 
functionally when they have nothing to do with the 
symptom. Our definition is somewhat broader than 
that of Hamblen, who excludes such cases as can be 
explained on the basis of obvious endocrine disorder. 
By his definition, bleeding dependent upon abnormal 
thyroid function would be excluded but would be 
included within the scope of our definition. We would 
also include cases of uterine bleeding dependent upon 
organic pathology in the adnexa, such as adnexitis or 
feminizing ovarian neoplasms. In such cases the 
abnormal ovarian function may be responsible for 
endometrial dysfunction, resulting in bleeding. We 
would also include the rare cases in which the normal 
uterus bleeds as a result of a blood dyscrasia, such 
as thrombocytopenic purpura and Goucher’s disease. 


FUNCTIONAL BLEEDING 


Functional uterine bleeding may be of any clinical 
type: menorrhagia, metrorrhagia or polymenorrhea. 
It may vary from profuse hemorrhage to slight spot- 
ting. It is quite impossible to correlate the type and 
profuseness of the bleeding with the endometrial pat- 
tern. On the whole, however, we believe that when 
the functional bleeding is associated with secretory 
endometrium it is more apt to be rhythmic in its 
occurrence than when the endometrium is of the pure- 
ly proliferative type. 

The endometrial picture which is most commonly 
associated with functional bleeding is of the Swiss- 
cheese hy ‘erplasia pattern. Howard Jones found this 
type of endometrium to be present in 63 per cent of 
the curettings from functional bleeders in our labora- 
tory. In 20 per cent of the cases the endometrium 
was of the estrogen proliferative type but not hyper- 
plastic, but in the remaining 17 per cent there was 
secretory endometrium. Statistics from other labora- 
tories differ somewhat from these figures but, in gen- 
eral, all investigators are agreed that the endometrial 
hyperplasia pattern represents the largest group. 


MICROSCOPIC PICTURE 


The microscopic picture of endometrial hyper- 
plasia has been so widely publicized that most of you 
are familiar with it. The great variation in size and 
shape of the non-secretory glands, the lumina of which 
resemble the holes in Swiss-cheese, is the most char- 
acteristic feature. The stroma may also be hyper- 
plastic and composed of densely packed cells. How- 
ever, there is much variation in the degree of hyper- 
plasia of both the glands and the stroma. Because 
there are no strict criteria regarding the degree of 
glandular and stromal change, there is often a per- 
sonal equation on the part of the pathologist which 
enters into his interpretation of the picture. This, I 
believe, accounts for the considerable variation in the 
percentage of hyperplasia recorded by different patho- 
logists. However, this difference in the interpretation 
is of more academic than practical significance because 


* Given at International Post-Graduate Assembly, San Antonio, 
Texas, January, 1949. 





the hyperplastic and other non-secretory types all 
indicate a lack of progesterone; and with both types 
of endometrium, progesterone therapy is indicated. 


ENDOMETRIAL PATTERN 


Of special interest and importance is the endome- 
trial pattern in which there is extreme proliferation of 
the glandular elements at the expense of the stromia. 
In such cases there may be considerable difference of 
opinion among the most experienced gynecological 
pathologists as to whether one is dealing with benign 
hyperplasia or low grade endometrial carcinoma. For- 
tunately, this extremely proliferative gland pattern is 
rare in the large group of cases of functional bleeding 
occurring before the menopause. However, one oc- 
casionally encounters endometrial hyperplasia after 
the menopause, particularly in the years immediately 
following the menopause and it is in this group in 
which marked glandular proliferation may closely re- 
semble adenoma malignum. From a practical point 
of view the problem of these confusing cases is not as 
difficult as might appear at first. If the endometrium 
is malignant it is of very low grade and the loss of 
a few months time is not serious. If the patient is 
kept under observation and there is no recurrence of 
the bleeding, one may rest assured that he is dealing 
with benign hyperplasia; but if the bleeding recurs 
the patient should again be curetted and usually even- 
tually the endometrial picture becomes clearly benign 
or malignant. We have re-curetted the same woman 
three or four times over a period of as much as two 
years before arriving at a final correct conclusion. 


QUESTION RAISED 


The question of the relation of the usual preme- 
nopausal hyperplasia to malignancy is frequently 
brought up. The woman with functional bleeding in 
her forties often asks whether her condition predis- 
poses to malignancy. Experience with a large num- 
ber of such cases has taught us that there is definitely 
no relation. In several cases reported in the literature 
in which endometrial cancer has followed previously 
diagnosed endometrial hyperplasia, a review of the 
earlier sections has usually revealed that malignancy 
was overlooked on examining the original slide. 

There is a form of hyperplasia which is occasion- 
ally seen today which is man-made. I refer to the 
endometrial changes that occasionally result from e:- 
trogen therapy. Most often the estrogen responsib'e 
is stilbestrol which seems to have stronger growth 
promoting properties than the natural estrogens. 't 
should not be inferred that all women who bleed fro: 
estrogen administration show hyperplastic endom:- 
trium. In our experience the percentage is low bit 
we have seen extremely active proliferative endom:- 
trium occurring after estrogen therapy. 


ESTROGEN EXCESS 


The occurrence of hyperplastic endometrium i1 
association with granulosal cell and theca cell tumors 
of the ovary is now well recognized and the endome- 
trial picture is readily explained on the basis of a1 
excess of estrogen. From a practical point of viev, 
one should remember that when dealing with func- 
tional bleeding in the young and even in post-menc- 
pausal women there exists the possibility of a func- 
tioning ovarian tumor, and the ovaries should be care- 
fully palpated. 
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From a therapeutic point of view it is first of all 
important to determine the type of endometrium from 
which the bleeding originates. The necessity of this 
will be apparent when the results of endocrine therapy 
are considered. In addition there also exists the pos- 
sibility that the apparent functional bleeding arises 
from an endometrial polyp. It is our belief that many 
women who are classified as functional bleeders are 
actually bleeding from a polyp which becomes minced 
up by curettage and is hence unrecognized by the 
operator or pathologist. 


CURETTAGE THERAPY 


At the onset it shauld be emphasized that in the 
majority of cases of fuyctional bleeding, curettage is 
all the therapy aantenest In addition to establishing 
a diagnosis, in many case& the bleeding ceases after 
this simple procedure or recurs too slightly to neces- 
sitate further treatment. In a recent study made in 
our outpatient clinic by Dr. Georgeanna Seegar Jones 
only 17 per cent of the cases of functional bleeding 
were severe enough or in the proper age group to 
require endocrine treatment. In the remaining 83 per 
cent curettage alone was necessary or in the older age 
group major surgery or irradiation was thought to be 
the treatment of choice. Often in the women past 
forty in whom there is a recurrence of troublesome 
bleeding after a curettage, associated lesions resulting 
from childbirth throw the choice in favor of surgery 
rather than endocrine therapy or irradiation. 


SEVERE BLEEDERS 


The women whom we have treated endocrinolo- 
gically have been the more severe bleeders among the 
young women who failed to respond to curettage. It 
is this group in whom conservative treatment is most 
essential; and, fortunately, it is this group who re- 
spond to hormonal therapy most readily. The endo- 
crine treatment which we have used has been cyclic 
progesterone therapy, and its success has been con- 
fined to those cases in which the endometrium was of 
the hyperplastic or non-hyperplastic non-secretory 
type. As previously stated we believe these cases to 
be closely related etiologicallv. Our belief is born 
out by the fact that repeated curettage of otherwise 
untreated cases will often show that there is con- 
sicerable interchange in the histological pattern of the 
hyperplastic and non-hyperplastic group. 


HYPERPLASTIC ENDOMETRIUM 


The finding of hyperplastic endometrium at one 
curettage and non-hynerplastic endometrium at a suc- 
cessive one would indicate their relationship. The 
absence of secretory activity of the glands appears to 
be the constant factor indicating a constant lack of 
progesterone activity. Only in the few cases with 
a trophic endometrium was stilbestrol (3 to 5 mg.) 
given daily for two weeks preceeding the progesterone 
therapy. If the bleeding is cyclical, progesterone is 
given in 10 mg. doses three times daily for seven days 
before the expected onset of bleeding. If the bleeding 
is quite irregular or continuous the therapy is begun 
at any timé and continued for seven days. Twenty- 
eight days after the beginning of the first week's 
treatment another seven days cycle is repeated and 
again the following month. 


TWO FACTORS 


If the treatment is successful, bleeding usually be- 
gins within five days after the cessation of the medi- 


cation and usually continues for not more than seven 
days. In using progesterone therapy two things 
should be kept in mind; first, it is not a hemostatic 
drug and bleeding does not cease until approximately 
a week after progesterone withdrawal; 
probably does 
conditions. 


second, it 
not cure the underlying condition or 
It is possible that the therapy over three 
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months simply represents a chemical curettage on 
three ‘successive months. Hence, recurrences are not 
uncommon, and in our most recent series 57 per cent 
of the cases successfully treated had recurrences with- 
in six months to two years. However, in a recent 
study of 74 cases of severe bleeding in young women 
with non-secretory endometrium, Dr. Georgeanna 
Seegar Jones and I found that 72 responded satisfac- 
torily to progesterone therapy. The two that failed 
to respond were complicated by an ovarian neoplasm 
in one instance and chronic salpingitis in the other. 
When there is recurrence, re-treatment usually stops 
the bleeding again. Eighteen per cent of the treated 
cases became pregnant while under observation, indi- 
cating the value of conservatism. 


ETIOLOGICAL FACTORS 


Because we do not consider progesterone a specific 
cure for functional bleeding all patients should be 
investigated to determine, if possible, the etiological 
factors upsetting ovarian function. Of the 104 cases 
in Dr. Jones and my series, 33 had lowered thyroid 
function with a metabolic rate of —5 or below and/or 
blood ditetend above 250 mg, per cent. Such pa- 
tients were placed on thyroid therapy of 14% to 2 
grams a day, and most of them appeared to respond 
to therapy. When obesity was present with a low- 
ered metabolic rate the patients were placed on 
special reducing diets. If obesity without evidence of 
thyroid deficiency was present they were placed on 
reducing diets without thyroid extract. 

Occasionally functional bleeding with hyperthy- 
roidism is encountered. In our recent series there 
were two such cases which were successfully treated 
with bed rest and Lugol’s solution. 


FORTUNATELY RARE 


True functional bleeding associated with secretory 
endometrium is fortunately much rarer than the types 
above described. In our recent series of 104 cases 
there were but four which could be considered truly 
functional in type. They uniformly failed to respond 
to progesterone therapy. Our experience would indi- 
cate that although progesterone therapy is quite suc- 
cessful when treating bleeding associated with non- 
secretory endometrium, it is unsatisfactory therapy 
for those patients with secretory endometrium. 

Finally, it is worthy of mention that there were 
two cases in our series of 104 in which the bleeding 
was due to thrombo-cytopenic purpura which stresses 
the importance of keeping the medical aspects of the 
symptom in mind. 





There is Nothing New... 
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been made at the expense of what might be rightfully 
termed the art of medicine. 

We are all guilty of allowing laboratory examina- 
tion, and such specialistic procedures as roentgeno- 
grams, and electrocardiograms to replace what we can 
see, feel, and hear, and by this we are losing the per- 
sonal contacts, and with this personal contact, to some 
degree, the respect and admiration of the general pub- 
lic. While science may be cold and indifferent, it 
must be realized that the physician, while scientifically 
trained, must never lose his ability to see the patient 
in the light of a fellow-man who is suffering, not only 
from physical ailment, but with accompanying mental 
anguish as well. It is fitting and proper that the 
phy sician remember that he is this man’s friend in his 
time of need, and often one kind word will be of 
greater therapeutic aid, than our modern accepted 
procedures. 


1. “The Family Adviser”, Ashbury, Philadelphia, 1793. 
2. “Primitive Physic: or, An Easy and Natural Method of 
Curing Most Diseases.” by John Wesley, M. A., New York, 
1747. 
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THE USE OF FROZEN BONE BANK BONE 
IN ORTHOPAEDIC SURGERY* 


By Morton H. Leonard, M. D. Louis W. Breck, M. D., 
and W. Compere Basom, M. D. 
El Paso 


Sone grafts are essential to many orthopaedic pro- 
cedures. Autogenous and homogenous bone have been 
shown to be of almost equal efficacy in their osteo- 
genetic properties. The use of delayed homogenous 
grafts or bone-bank bone by removing the disadvan- 
tages to the donor has given to the orthopaedic sur- 
geon large amounts of osseous material heretofore un- 
available. The establishment and maintenance of a 
bone bank, although requiring an exacting technique, 
has _— found to be simple, safe and effective. 

Early in the history of bone grafting heterogenous 
materials such as beef bone and cow horn were tried. 
These substances were found to act only as internal 
splints, did. not stimulate bone production and in many 
instances invited foreign body reaction in the osseous 
as well as soft structures. Up to the advent of the 
delayed homogenous bone graft, that is bone-bank 
bone, autogenous bone was (and probably still is) 
the most commonly employed type of graft. It has 
disadvantages: First, a normal part is jeopardized; 
second, removal of the graft adds to the time and 
magnitude of the operative procedure; third, tlre 
amount of bone is limited. The use of immediate 
homogenous bone grafts has no drawbacks to the 
patient, but unlike the donation of blood results in 
permanent disability to the donor. Bone-bank bone 
gives a source of osseous material which acts clinical- 
ly according to many reports, and to our experience, 
as well as does autogenous bone, whose amownt is 
relatively unlimited. 


BONE BANK 

In 1945 a bone bank was established at the New 
York Orthopaedic Hospital, and in 1947 they reported 
results comparable to those which would have oc- 
curred had autogenous bone been used!. Since that 
time many reports of large series of cases have ap- 
peared in the literature in which the osteogenetic 
response has been similar to that expected from auto- 
genous bone. The incidence of post-operative infec- 
tion has not been significantly higher than when auto- 
genous bone has been used?3-4, - 

A bone bank was established by the authors in 
El Paso in 1949, Excess bone removed during various 
orthopaedic procedures, resected ribs removed from 
clean cases, and bone from clean amputations have 
been stored in a commercial deepfreeze establishment 
at minus 18 degrees centigrade. The material is re- 
moved in the operating room and transferred im- 
mediately to a sterile bottle. Culture is made at the 
time the bone is placed into the bottle. The patient’s 
serology is checked and his history investigated to 
rule out jaundice. These bottles are coded, dated; 
and, if the culture, serology and history for jaundice 
are negative, the material is removed as needed from 
the locker about one hour before use. The bone, 
when thawed out, has the consistency of fresh bone. 


BONE FROM BANK 


Bone from our bank has been used alone as well 
as to supplement autogenous bone. In our experience 
the clinical response has been similar to that which 
would have occurred had autogenous bone alone been 
* This paper was presented August 1, 

in Hotel Dieu, El Paso, 


1950 at a Staff Meeting 


used. No post-operative infections or foreign body 
reaction have been seen. 

The use of the bone bank is illustrated in the fol- 
lowing two cases. 

. §. B., age 2. This child was first seen June 3, 
1948 with a two month’s history of reluctance in 
walking and sitting, night cries, night sweats, poor 
appetite and weight loss. Physical examination re- 
vealed a very stiff spine. X-rays, antero-posterior and 
lateral of the lumbo-sacral spine showed a destructive 
lesion of the lumbo-sacral joint. The appearance of 
the x-ray was that of tuberculosis. 


CHILD HOSPITALIZED 


The child was hospitalized and kept recumbent by 
the use of a bilateral hip spica until it was believed 
that the tuberculosis was inactive as indicated by a 
normal sedimentation rate for many months and by 
the x-ray appearance. 

On January 12, 1949 a spinal fusion from the third 
lumbar vertebra to the sacrum using strips of bank 
bone rib was done. The child was given dihydro- 
streptomycin 0.5 grams daily for six weeks. X-rays 
made on April 14, 1950 showed consolidation of the 
bone graft. The flexion films showed motion between 
L3 and 4 but fusion from L4 to the sacrum. On this 
date the child was permitted to become ambulatory 
= he was discharged from the hospital on May 16, 
950. 

2. H. L., age 65. This man came under our care 
on February 8, 1950. He had incurred a fracture of 
the left forearm on March 12, 1949. His left radius 
had been treated with an open reduction and plating. 
On clinical and x-ray examination a non-union of the 
radius and hypertrophic changes at the distal radio- 
ulnar joint were noted. 

On February 9, 1950 an open reduction and bone 
graft using the resected distal end of the ulna and 
bone bank bone was carried out. X-rays made on 
May 16th showed solid union of the fracture of the 
radius. 


SUMMARY 


In practice homogenous and autogenous bone have 
been found to have about the same clinical efficacy. 
Bone banks have been in use since 1945 and are a 
success. A bone bank has been established in El 
Paso and has been successfully used by the authors 
during the last 18 months. Although our series of 
cases is not large enough to have statistical value, we 
have not noted any delay in union or an increase in 
incidence of post-operative infection subsequent to the 
use of delayed homogenous grafts which have been 
preserved in a deep freeze at minus 18 degrees centi- 
grade. 
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HOSPITALS AND 


THE PRACTICE OF MEDICINE 


It is essential that all physicians, especially those inter- 
ested in the hospital practice of radiology, pathology, and 
anesthesiology be familiar with the attitude of the American 
Hospital Association as regards the practice of medicine. It 
must be realized that the financial burdens placed on the 
hospitals is great, and that they must remain solid. At the 
same time the physician must maintain his position as a prac- 
titioner of the healing arts. The resolution of the A. H. A. 
allows their trustees to dictate that services rendered by phy- 
sicians in the various departments, such as for example, the 
radiological and pathological departments, be included in 
prepayment hospital service plans ‘subscribers’ certificates. 
It is also noted that there is a questionable interpretation of 
the principles of medical ethics of the American Medical As- 
sociation. These interpretations have in the past been ren- 
dered by the judicial council of the A. M. A. It is evident 
that this procedure is considered obsolete by the A. H. A. 
The monthly news letter of the American College of Radio- 
logy, May, 1950 closes its comment on this particular state- 
ment regarding hospitals and the practice of medicine in the 
following manner: 


“If any physician doubted that now is the time that the 
American Medical Association must call a halt to the in- 
vasion of medical practice by the hospitals, this statement 
should resolve those doubts.’ — THe Epitors. 


After revision by a reference committee of the 
House of Delegates of the American Medical Associa- 
tion and adoption by that body, the report of the Hess 
Committee on Hospitals and the Practice of Medicine 
was published in the Journal of the American Medical 
Association for July 2, 1949. It was the opinion of that 
committee that “most controversies between hospital 
management and the professional staff, either individu- 
ally or collectively, should be settled on local levels in 
accordance with clearly established national policy.” 

After consideration of the newly revised Principles 
of Medical Ethics of the American Medical Associa- 
tion, the Hess committee concluded that the over-all 
policy of the American Medical Association shall be 
“that it is illegal with the exceptions noted (but not 
specified), and unethical for any lay corporation to 
practice medicine and to furnish medical services for 
a professional fee which shall be so divided as to pro- 
duce profit for a lay employer, either individual or in- 
stitutional, including hospitals and medical schools.” 


RECOMMENDATIONS 


“To implement the settlement of controversies be- 
tween management and the professional staff, the 
house of delegates recommends to each of its consti- 
tuent state and territorial societies that it appoint a 
committee on hospital and professional relations. This 
committee shall be available to receive complaints from 


any physician, hospital, medical organization, or any 
interested person or group with reference to profes- 
sional or economic relations existing between doctors 
of medicine and hospitals or medical schools. Upon 
receipt of such complaint by such committee, the mat- 
ter shall be investigated and acted upon in such man- 
ner as that committee may decide and in accordance 
with regular and existing modes of procedure.” 

“Tf a hospital or other lay group is found guilty 
and will not cooperate within ethical and legal limits, 
it is recommended that the Judicial Council of the 
American Medical Association shall order the with- 
drawal of the Association’s approval of that institu- 
tion. 


HESS REPORT RESCINDED 


In November 1949 the American Medical Associa- 
tion’s board of trustees asked that the Hess report be 
rescinded because some parts of it were considered to 
be illegal and contrary to previous court decisions re- 
lating to the responsibilities and prerogatives of hospi- 
tal administration and management. In taking this 
action, the board concluded that the report implied 
authority and responsibility for which the American 
Medical Association had no constitutional provision. 
Also the American Medical Association believed that 
there should be no attempt to unreasonably restrain, 
coerce or constrain hospitals or physicians in the es- 
tablishment of mutually satisfactory agreements be- 
tween individual hospitals and physicians. 


REPORT CONSIDERED 


The house of delegates of the American Medical 
Association reconsidered the report during its session 
in December 1949 and referred the entire matter back 
to the Hess committee for further study and with the 
recommendation that the American Hospital Associa- 
tion be approached with a view to arriving at some 
satisfactory solution to this problem. 

On January 30, 1950, the American Hospital Asso- 
ciation was requested by the secretary of the Hess 
committee to express its Opinion in regard to the con- 
troversies implied in the Hess report and to submit for 
the consideration of that committee recommendations 
that would solve the problems between hospital man- 
agement and the medical profession. 

In making this request the committee advised that 
most Jf the questions that had been raised have come 
from three departments, but other departments in the 
hospital eventually may be influenced by any decisions 
that are made and any policies that are approved by 
the house of delegates. 


INTERPRETATION 


The Board of Trustees of the American Hospital 
Association replied that the report of the Committee 
on Hospitals and the Practice of Medicine interpreted 
hospital-physician relationships in a manner that was 
of serious concern to hospitals, physicians and the 
public. In the opinion of the American Hospital As- 
sociation, equitable relationships were best accom- 
plished by negotiation on the part of those directly in- 
volved in the individual hospital. The Association be- 
lieves that the 1939 Principles of Relationship between 
Hospitals and Radiologists, Pathologists and Anesthe- 
tists, affirmed by the American Medical Association’s 
house of delegates in 1944 and reaffirmed by the 
American Hospital Association in 1946 and 1948, 
adequately safeguard the interests of the public, the 
hospitals and the physicians through the definition of 
relationships conducive to efficient and economical ser- 
vices to the patients. The Association believes also 
that radiologic, pathologic, anesthesiologic and physi- 
atric departments are component parts of hospital or- 
ganization, the unity of which must be maintained as 
an essential administrative principle for the benefit of 
the patient without infringement on professional rights 
or dignity. Finally, the Association feels that the de- 
termination of methods and amounts of compensation 
of medical staffs of radiologic, pathologic, anesthesi- 
ologic and physiatric departments of hospitals, as well 
as tor rate setting and regulations governing non- 
medical activities in those departments, are the mutual 
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responsibility of the hospital and physicians concern- 
ed, subject to final approval by the hospital governing 
board. 


COMPLETE TEXT 


The complete text of the resolution on hospital- 
physician relationships in the provision of radiologic, 
pathologic, anesthesiologic and physiatric services, as 
adopted by the American Hospital Association’s 
Board of Trustees, is published in these pages. 

This resolution was drafted at a special joint meet- 
ing of the Council on Prepayment Plans and Hospital 
Reimbursement and the Council on Professional Prac- 
tice, at the request of the Board of Trustees. The two 
councils admonished that at the same time it was par- 
ticularly important that controversy over financial and 
other relationships between hospitals and physician 
groups be avoided and that there be no attempt to 
restrain, coerce or constrain hospitals or physicians in 
the establishment of mutually satisfactory agreements 
between individual hospitals and physicians; nor is 
it considered advisable or feasible to attempt to con- 
trol such relationships at the national level. 


THE 1939 RESOLUTION 


The 1939 Principles of Relationship between Hospi- 
tals and Radiologists, Anesthetists and Pathologists 
essentially provides that no one type of organization 
for radiologists, pathologists and anesthetists in the 
hospital is applicable because of wide variation in local 
circumstances. It is an essential administrative princi- 
ple that the unity of the hospital and its component 
departments, including departments of radiology, 
pathology and anesthesia, be preserved without in- 
fringement upon the professional rights and dignity 
of the medical staff. It is axiomatic that satisfactory 
agreements between hospitals and physicians direct- 
ing these departments be such as will best meet the 
local situations. It is recognized that a mutually satis- 
factory basis of financial arrangement may be salary, 
commission or privilege rental, private fees, or other 
arrangement as will most effectively meet ‘the needs 
of the local public, the individual hospital and physi- 
cian rendering the particular service, but in no in- 
stance should either the hospital or the physician ex- 
ploit the other or the patient. 


STATEMENTS FORMULATED 


The following statements were formulated by the 
two councils as a supplementary guide to hospitals 
for assistance in determining hospital-physician rela- 
tionships in radiologic, pathologic, anesthesiologic and 
physiatric departments: 

It is in the public interest that radiologic, patholo- 
gic, anesthesiologic and physiatric services be avail- 
able in the hospital for complete diagnosis and patient 
care. 

Radiology, pathology, anesthesiology and physi- 
atry are services vital to a high quality of patient care 
and are properly provided to hospital patients in both 
inpatient and outpatient departments of hospitals as a 
part of their diagnosis, treatment and care. 

Physicians who are responsible for providing ser- 
vices, in departments of radiology, pathology, anesthe- 
siology and physiatry, to hospital patients also assume 
administrative responsibility for directing the work of 
hospital personnel and the use of hospital equipment 
in the departments under their supervision. 


EXCLUSIVE PRIVILEGE 


Physicians who provide radiologic, pathologic, 
anesthesiologic and physiatric services ordinarily have 
the exclusive privilege of rendering such services to 
all patients in a hospital. 
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In the provision of service to the public, the grant- 
ing of exclusive privilege of practice to physicians in 
departments of radiology, pathology, anesthesiology 
and physiatry necessitates control of the rates charged 
for those services in the hospital. 

Hospital reimbursement of physicians for patient 
care rendered in radiologic, pathologic, anesthesiologic 
and physiatric departments of hospitals which provide 
the space and the equipment and pay the salaries and 
operating expenses of the departments, constitutes a 
practice which has developed over the years and is 
acceptable to a majority of physicians directing such 
departments. 

Medicine is not practiced by hospitals but is prac- 
ticed in hospitals by licensed physicians regardless of 
method of compensation. 


MEDICAL ETHICS 


The Principles of Medical Ethics of the American 
Medical Association do not prohibit hospital employ- 
ment of physicians to provide radiologic, pathologic, 
anesthesiologic and physiatric services to patients at 
the request of their attending physicians. 

Variations between local hospital situations pre- 
clude the establishment of a single method of com- 
pensating physicians working in radiologic, pathologic, 
anesthesiologic and physiatric departments of hospi- 
tals as being in the best interest of patient care and 
applicable to all hospitals. 

Net income accruing to a nonprofit hospital from 
the operation of any department, including specialized 
medical service departments, should be applied against 
the total cost of providing hospital services, and there- 
fore the net income of such departments should not 
be used as the sole basis of determining compensation 
of staff members in these departments. 


PREPAYMENT PLAN 


Under usual enabling legislation, a prepayment 
hospital service plan may properly furnish radiologic, 
pathologic, anesthesiologic and physiatric services to 
subscribers as part of its hospital service benefits. 

Most subscribers to prepayment hospital service 
plans request and are entitled to radiologic, pathologic, 
anesthesiologic and physiatric services as_ hospital 
benefits under their subscriber certificates. 

Physicians, hospitals and prepayment plans are 
confronted with the necessity of making available 
comprehensive coverage, including services rendered 
in radiologic, pathologic, anesthesiologic and physi- 
atric departments of hospitals, to meet the public de- 
mand for complete prepaid hospital care. 





Epidermoid Carcinoma of the 
Anus and Rectum 


About 3.6% of the cancers involving the anus and 
rectum are epidermoid carcinoma. This disease oc- 
curs in both young and old adults. The usual symp- 
toms are presence of blood in the stool, pain, and 
upset of bowel habits. Because these symptoms are 
associated with many benign conditions, the diagnosis 
of cancer is often missed. Therefore, when any one 
of these symptoms appear, proctoscopic examination 
is imperative. A positive Wassermann does not rule 
out cancer, as syphilis is often associated with these 
lesions. 


Binkley, G. E.: Epidermoid Carcinoma of the Anus and 


Rectum, Am. J. Surg. 79:90 (Jan.) 1950. 





Power of Attorney 


Approximately 144 million veterans and dependen- 
dents of deceased servicemen or veterans have signed 
powers of attorney Cesignating the American Red 
Cross as their representative. 
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THE COMPLETE TEXT OF THE 


NEW STATEMENT ON 


HOSPITALS 


AND THE PRACTICE 
OF MEDICINE 


~~ 8-- 


This new resolution, concerned with hospital-physician 
relationships, was approved by the Board of Trustees of 
the American Hospital Association early in March, 1950. 


WHEREAS Hospital-physician relationships in 
the provision of radiologic, pathologic, anesthesi- 
ologic and physiatric services are a concern of the 
public, the physician and the hospital; and 


WHEREAS Radiologic, pathologic, anesthesi- 
ologic and physiatric services are essential to the 
modern diagnosis and treatment of illness; and 


WHEREAS It is in the public interest that 
radiologic, pathologic, anesthesiologic and physi- 
atric services be available in the hospital for com- 
plete diagnosis and patient care; and 


WHEREAS The American Hospital Associa- 
tion, the American Medical Association and re- 
lated professional organizations lack constitutional 
authority to legislate individual hospital-physician 
relationships; and it is not advisable or feasible that 
they attempt to control such relationships at the 
national level; and 


WHEREAS It is considered particularly im- 
portant at this time that controversy over financial 
and other relationships between hospitals and phy- 
sician groups be avoided and that there be no at- 
tempt to restrain; coerce or constrain hospitals or 
physicians in the establishment of mutually satis- 
factory agreements between individual hospitals 
and physicians; therefore be it 


RESOLVED That the Principles of Relation- 
ships between Hospitals and Radiologists, Anesthe- 
tists and Pathologists, adopted jointly in 1939 by 
the American Hospital Association; the Radiologi- 
cal Inter-Society Committee officially representing 
the American College of Radiology; the American 
Roentgen Ray Society, the Radiological Society of 
North America, and the American Radium Society; 
a special committee representing the American So- 
ciety of Regional Anesthesia, the Association of 
Anesthetists of United States and Canada, the 
American Society of Anesthetists, the Eastern So- 
ciety of Anesthetists, a special committee repre- 
senting the American Society of Clinical Patholo- 


Reprinted from April 1950 “Hospitals” by courtesy of the 
American Hospital Association. 


gists; the American Medical Association and the 
American College of Surgeons; and subsequently 
reaffirmed by the American Hospital Association 
in 1946 and 1948, and by the House of Delegates 
of the American Medical Association in 1944, ade- 
quately safeguard the interest of the public, the 
hospital and the physician through definition of 
relationships conducive to efficient and economical 
service to the patient; and be it further 


RESOLVED That radiologic, pathologic, anes- 
thesidlogic and physiatric departments are compo- 
nent parts of the hospital organization, the unity of 
which can be maintained as an essential administra- 
tive principle for the benefit of the patient without 
infringement on professional rights or dignity; and 
be it further 


RESOLVED That members of the organized 
medical staff directing radiologic, pathologic, anes- 
thesiologic and physiatric departments of hospitals 
provide professional care and function in a manner 
which is supplementary to that of other physicians 
on the attending staff; and be it further 


RESOLVED That satisfactory relationships be- 
tween hospitals and physicians in radiologic, path- 
ologic, anesthesiologic and physiatric departments 
of hospitals are most equitably established by mu- 
tual agreement by those directly involved in the 
individual hospital; and be it further 


RESOLVED That the determination of meth- 
ods and amounts of compensation of medical staffs 
of radiologic, pathologic, anesthesiologic and phy- 
siatric departments of hospitals, as well as for 
rate setting and regulations governing non-medical 
activities in those departments, are the mutual 
responsibility of the hospital and physicians con- 
cerned, subject to final approval by the hospital 
governing board; and be it further 


RESOLVED That radiologic, pathologic, anes- 
thesiologic and physiatric services are included 
properly in a patient-day of hospital care; and be it 
further 


RESOLVED That services rendered by physi- 
cians in radiologic, pathologic, anesthesiologic and 
physiatric departments of hospitals be included in 
prepayment hospital service plan subscriber certi- 
ficates. 
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THE EMERGENCY CARE, HANDLING, 
AND TRANSPORTATION OF THE INJURED 
AND ITS IMPORTANCE IN THE COMMUNITY* 


By Carl B. Young, Jr., M. P. H., Lt. First Aid-Rescue, 
Harris County Emergency Corps., Inc., Houston, Texas. 


THE PRESENT SITUATION 


To begin this discussion on adequate emergency 
provisions for the injured, it is necessary to mention 
a few facts of which most of us are aware. The 
progress made in this country in conjunction with 
almost total mechanization has been accompanied by 
a proportionate increase in the number of severe and 
horrible accidents. The fast moving society in which 
we find ourselves also has its retaliations, primarily 
to the cardio-vascular system of man. 

As a general rule, the majority of accidental inju- 
ries occurs in the group under 40 years of age, while 
the larger percentage of victims afflicted with cardio- 
vascular diseases resulting in what may be termed an 
emergency situation, are in the group over 40 years 
of age. Among the leading causes of death in the 
United States, which are handled as emergency cases 
in most instances, are diseases of the heart, cerebral 
hemorrhage, and accidents. To combat this high 
mortality rate due to cardio-vascular disease there are 
educational programs in most communities which 
strive toward prevention by advising frequent medical 
examination and explaining the danger signs which 
mean trouble ahead. Of course, as man’s life span in- 
creases, these deaths, due to the wearing out of the 
body cells, are in many cases a very natural thing. 


ACCIDENT ELIMINATION 


In the field of accidents, the Industrial Safety Divi- 
sions of the various plants and industries are carry- 
ing on an excellent program. The law enforcement 
agencies are doing a good job in the control of traffic 
accidents. The elimination of accidents on the farm 
and in the home is receiving the continuing support 
of the accident prevention programs of the National 
Safety Council and the American Red Cross as well 
as those of other agencies. 

We, as a nation, are aware of the toll of disease 
and accidents, and are striving to lessen this toll, if 
possible. Certain steps have been taken, and we go 
forward with an ever-increasing drive to make our 
program more effective. Yet, regardless of how good 
our program of prevention is, and how well we work 
at it, the fact remains that we are still confronted with 
cases of sudden illness and injury from accidents and 
will continue to meet them as long as man exists on 
earth. 

Realizing that we shall continue to have people 
subject to sudden illness, and many more subject to 
injury, what provisions have been made to give these 
victims adequate emergency care on the scene of the 
accident, and until they reach the services of a physi- 
cian or other medical attention? 


FIRST AID SURVEY 


This discussion will concern itself with a survey 
on the First Aid care rendered to, and the practices 
of emergency transportation of seriously ill and in- 
jured patients in those states representing this region. 
The aim of this discussion is to gain further scrutiny 
on the important problem of how our injured are be- 
ing cared for. From a careful observation and exten- 


* Prepared for the Sectional Meeting, American College of Sur- 
geons, El Paso, Texas — February 13-14, 1950. 


Sive survey, there is -ample evidence that the emer- 
gency care and transportation of the injured in this 
region is very inadequate. Therefore, the discussion 
will describe this inadequate care which the injured 
are now receiving, as well as that care which should 
be rendered. 

To the casual observer, little can be detected which 
would lead one to believe that his fellow man was not 
getting the best emergency assistance. To the man 
having a background of medicine, health, athletics, 
scouting, or first aid training, an entirely different 
picture is apparent. 


EMERGENCY FIRST AID 


Let us start with the arrival of the emergency 
ambulance. The driver gets out upon arrival at the 
scene of the accident and, together with his assistant, 
they remove the stretcher and move over to the victim. 
The first essential of emergency first aid is now re- 
quired. This is an examination of the victim to ascer- 
tain as near as possible the extent of the illness or 
injury. Is there hemorrhage which can be controlled? 
Is the victim breathing? Is the administration of 
oxygen indicated? Are there fractures or suspected 
fractures? These things cannot be determined unless 
an examination of the victim is carried out. 

The examination of an injured victim is not diffi- 
cult, and can be hurriedly yet thoroughly carried out. 
It is best done by the ambulance driver on one side 
and the attendant on the other, examining the victim 
from the head to the feet. Unfortunately, this primary 
essential of emergency first aid is seldom carried out 
by ambulance drivers and attendants. The victim 
would be fortunate indeed if he received even a hur- 
ried examination before being placed on the stretcher. 


ON THE SPOT 


Next, after ascertaining the extent of the victim’s 
injuries, the proper first aid must be rendered on the 
spot, before any movement of the victim is carried 
out. Naturally, in view of a situation which may 
result in additional injury to this victim or to his 
rescuers, removal to safety would come first. Such 
explosive and hazardous situations are not too fre- 
quently encountered. 

Arrest of hemorrhage is the first procedure carried 
out in rendering emergency first aid. There are few 
cases of external hemorrhage which cannot be ar- 
rested by direct pressure, pressure points, or tourni- 
quets as a last resort. Yet, the arrest of hemorrhage 
is seldom carried out at the accident scene by ambu- 
lance drivers and attendants. 

First aid measures for the victim who is not 
breathing are the next essential of emergency first aid. 
The indicated first aid for such victims is the applica- 
tion of artificial respiration. This must be immedi- 
ately carried out, on the spot, until the victim recovers 
or is pronounced dead by a physician. This simple 
first aid procedure, which is carried out by a little 
knowledge and one’s two hands, saves hundreds of 
victims from an asphyxial death every year. How- 
ever, there are many occasions when victims are 
rushed to the hospital by emergency ambulance, with 
no attempt made to carry out resuscitation measures. 
These victims never have a chance. 





SEPTEMBER, 1950 


OXYGEN INHALATION 
There are those victims which require oxygen 
inhalation while en route to the hospital, yet it is a 
life-saving measure constantly neglected. Fire and 
police department rescue squads conclusively prove 
the value of oxygen inhalation in a multitude of emer- 
gencies where there is respiratory distress. Oxygen 
inhalation while en route to the hospital is of excep- 
tional value to the cardiac patient. Statistical evidence 
qualifies this statement. 

The immobilization of fractures is the next major 
consideration. All broken bones which can be located 
should be immobilized. Any suspected fracture, es- 
pecially of the neck and back, should be immobilized. 
For multiple fractures of the body, fractured neck, 
back, or pelvis, placing of the victim on a broken 
back board, or “fracture board” is the recommended 
method of emergency immobilization. Padded splints 
may best be used in the immobilization of extremity 
fractures. The fractured femur, however, is best im- 
mobilized by the application of fixed traction. To 
properly apply splints and induce immobilization is 
a first aid procedure which at times may prove diffi- 
cult under emergency situations. Generally speaking, 
an ambulance driver and attendant can easily and 
quickly carry out immobilization. However, im- 
mobilization of fractures is one of the most common 
emergency measures neglected, yet fractures are a 
major injury from the start and present the possibility 
of death, permanent disability, loss of earning power, 
and dependence on the community. 


COMMON EXCUSE 


The common excuse always given “that we don’t 
splint because it takes too long and we can be at the 
hospital in a minimum amount of time” is against all 
principles of emergency care. First of all, regardless 
of the proximity of the hospital, any fracture should 
be immobilized, and extreme care should be used to 
life the victim onto the stretcher. A few extra min- 
utes at this point will prove valuable later in all phases 
of medical and hospital care. Frequently, injury to 
the spinal column is not severe, but improper lifting 
and failure to immobilize the victim on a splint board 
may cause trauma, resulting in permanent paralysis. 
Another example is the instance of the fractured 
pelvis, where mishandling may result in injury to the 
bladder. By skillful immobilization of fractures on 
the accident scene, the victim will be in a much more 
favorable condition when he arrives at the hospital 
for medical treatment. As an example, the victim 
sustaining a fractured femur, if properly cared for on 
the accident scene will, upon arrival at the hospital be 
in condition to receive more immediate care of his 
injury than the unfortunate individual admitted with 
severe hemorrhage and with the fractured femur 
doubled up under him, or hanging twisted over the 
side of the ambulance stretcher. 


TRANSPORTATION TO HOSPITAL 


The manner in which an injured person is lifted 
makes a great difference. The common practice of 
the ambulance driver and his assistant is to heave and 
strain, lifting the victim like a limp rag, without due 
regard for the victim’s injuries. At this point many 
minor injuries are aggravated and become very severe 
and quite unnecessary. The wise ambulance driver, 
by using the help of bystanders, placing from three to 
five on each side and directing the lifting, can roll or 
Slide the stretcher in under the victim, In this manner, 
the entire body has been lifted in unison and carefully 
placed on the stretcher. When the usually limited 
number of hospital beds, as well as nurses and physi- 
cians are concerned, this careful handling of a victim 
isa very important matter. 
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Speeding to the hospital with an injured victim is 
generally contra-indicated. There are few emergen- 
cies which call for speed to the hospital. Transpor- 
tation which is accompanied by swerving, fast turning, 
sudden changes in speed and severe jolting only in- 
creases the pain, the injuries, and the degree of shock. 
Another important factor is the fright and anxiety 
which go with the wild race to the hospital, especially 
among those victims already badly injured. This is 
a major factor when transporting a victim suffering 
from cerebral hemorrhage, or one having an acute 
heart attack. A screaming siren and a wild ambulance 
ride increase the victim’s anxiety. Both psychologi- 
cally and physiologically this improper care is not 
conducive to good life-saving practice. A check over 
~ daily newspaper almost invariably points out this 
act. 


SECOND DANGER 


Speeding has a second major danger, which is the 
possibility of crashing, injuring or killing those people 
who may fail to clear the street. A speed of twenty 
to thirty miles per hour is adequate for almost any 
victim having an injury, be it major or minor. From 
the standpoint of public safety, it is certainly much 
safer. 

The prime purpose for educating as many of the 
general public as possible in emergency first aid, i 
that they may bridge the gap between the time of the 
accident and the arrival of the ambulance or physician. 
Speed has its proper place, and it is here that speed 
is essential. The speed with which aid is given in 
cases of hemorrhage, arrest of respiration, and internal 
poisoning, is life saving when action is taken promptly 
by the trained man on the street. 

It is a misconception of the general public that the 
faster the injured are transported to the hospital for 
medical care, the better chance there is for recovery. 
Unfortunately, many ambulance drivers do not know 
(or in some cases care) why they should drive at a 
reduced speed to protect the victim from further jolt- 
ing or bumping. 


COMMON PRACTICE 


Of equal importance is the elimination of those 
actions which a well-trained fellow citizen does not 
allow to happen to the injured, such as the ministra- 
tion from over-enthusiastic though obviously untrain- 
ed persons before an ambulance can be summoned. 
Yet, it is a common practice in many communities to 
place an injured victim into a Police Squad car and 
rush to the hospital. 

Another major point in the present quality of 
emergency ambulance service, which is indeed deplor- 
able, is the loading of the victim into the rear of an 
ambulance and not observing him while en route to 
the hospital. Unfortunately this ill practice is com- 
monly seen. About the only time a victim is accom- 
panied in the rear of an ambulance is when such pa- 
tient is maniacal or extremely hysterical. 

From the case histories of those victims cared for 
by Fire Service Rescue Squads, the importance of 
constant observation of victims while en route to the 
hospital is clearly brought out. It is a well known fact 
that even after successful resuscitation a victim may 
again cease to breathe before reaching the hospital. 
Again, a victim may be breathing wien loaded, yet 
suddenly stop breathing somewhere along the road to 
the hospital. Should such victims be unobserved by 
qualified attendants they may very easily expire. The 
unconscious victim demands constant observation. 

Trauma, such as gun-shot injuries to the face, 
jaw, neck, or fractures of the skull etc., make this 
unfortunate victim susceptible to unnecessary death 
by strangulation if placed unobserved on a stretcher 
and forgotten until arrival at the hospital. 
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ANOTHER EXAMPLE 


As another example, the victim with a badly 
fractured femur may, while unobserved become nause- 
ated and vomit. Often severe shock occurs and ef- 
forts to help himself may be impossible — death due 
to strangulation may be the result. This victim never 
had a chance to reach medical attention. In most 
localities where an assitant rides with the ambulance 
driver, he remains on the front seat after “loading” the 
victim, instead of riding in the rear with the victim. 

There is another serious practice which is contrary, 
not only to good first aid procedure but inhumanita- 
rian as well. This ill practice is the placing of a 
second patient on the floor of the ambulance instead 
of on a safe and suitable stretcher. Observation of 
ambulances unloading patients often bears out this 
statement. A careful investigation often shows that 
some emergency ambulances have stretchers which 
are welded or otherwise have fixed joints. It is im- 
possible to place a patient on such a stretcher with 
comfort or safety. 


EMERGENCY AMBULANCES 


Lack of first aid training for ambulance drivers in 
any community is a deplorable thing. To hire as an 
ambulance driver an untrained man without first 
giving him the advantage of basic first aid training is 
to disregard completely the welfare of the injured 
whom he will be handling. Worst still, is the employ- 
ing of adolescents who desire the position more for 
the thrilling ride than for the meager salary and long 
hours required. This practice, however, is common. 
The training of the driver and attendant is the first 
important step necessary, if adequate care of the in- 
jured is to be expected. Every person delegated with 
the responsibility of caring for the injured should be 
trained in the standard and advanced first aid courses 
of the American Red Cross. This training should be 
carried out under the leadership of an able and experi- 
enced instructor who understands thoroughly emer- 
gency first aid. 

The size and construction of the emergency ambu- 
lances commonly used in this section of the country 
are themselves subject to sharp criticism. Generally 
speaking they are small “sedan delivery” type trucks 
which are too short for many an injured victim. The 
rear doors often jam the patient’s legs as they are 
banged closed. It is virtually impossible to load a 
victim into these ambulances after a fixed traction 
splint has been applied, unless the stretcher is so 
turned and loaded that the patient’s splinted extremity 
will extend over the front seat. The rear compart- 
ment where the patient rides is seldom adequately 
illuminated. Only in those larger vehicles, such as 
are commonly used as transfer ambulances, will ade- 
quate space, heating and illumination be found. These 
ambulances are so constructed with a partition be- 
tween them and the drivers cab that cold drafts of 
air do not rush over them on the way to the hospital. 
Also, this prevents to a great extent the anxiety and 
fright which often accompany the noise of a scream- 
ing siren. 

Last, 


but of equal importance, 
carried, such as splints for fractures of the extremities, 
a fracture board for fracture of the spine or hip, a 

suitable stretcher for carrying a second patient dae 


is the equipment 


this be necessary; dressings for wounds, and oxygen 
for victims suffering from respiratory depression. This 
equipment is simple in design, light in weight, takes 
up little space, and with planned and cumulative train- 
ing, the amount of time required to gain the knowl- 
edge necessary to utilize this equipment is negligible. 
Such equipment is seldom seen on emergency ambu- 
lances. For adequate emergency assistance by ambu- 
lance attendants, some such equipment must be 
carried. 


SOUTHWESTERN MEDICINE 


SEPTEMBER, 1950 


COMMUNITY RESPONSIBILITY 


A careful study of the various surveys which have 
been made throughout the country relative to emer- 
gency ambulance service is extremely interesting. 
It is generally conceded that every community has a 
moral obligation to give emergency care to the sick 
and injured within its jurisdiction. This does not 
mean a hit-and-miss system, but one which is well 
operated. 


When a person is seriously ill or badly injured he 
wants only the best in medical care. As this victim 
is generally transported to medical attention by an 
emergency ambulance it might well be stated that his 
medical care begins with the arrival of such ambu- 
lance. This being the case, the question of how the 
injured are treated before reaching medical attention 
presents a serious problem to the medical profession. 

It is a fact that the most expert team of physieians 
in the most elaborately equipped hospital are working 
at tremendous odds should they receive a patient who 
has been neglected at the accident scene and during 
transportation to the hospital. Such things as the 
arrest of hemorrhage, immobilization of fractures, and 
the administration of oxygen will bring the physician 
a patient which he can generally always treat more 
successfully. 


RESCUE SQUADS 


That first aid, when properly carried out by well 
trained and qualified’ personnel, is a ~faod thing is 
likewise a known fact. Rescue squads of the fire 
service prove this daily. Possibly the best explana- 
tion for the successful life-saving achievements of 
these well trained personnel is the fact that their only 
reward or gain is one of personal satisfaction or sim- 
ply humanitarianism. 

Unfortunately every community does not have the 
services of a rescue squad. Even in those which do, 
only special cases generally receive their benefit. The 
larger percentage of the injured from: the street and 
highway are handled by the emergency ambulance. 
Should those who operate them be unethical, rough 
or careless, or not otherwise qualified to handle such 
cases, proper emergency first aid will not be rendered. 

Why then, if first aid is a proven good, is it so 
neglected? It is not intended in this discussion to 
side-track the reasons involved. They are: (1) The 
fact that first aid is sold too cheaply; (2) A lack of 
community education and awareness to the need of 
first aid and adequate emergency ambulance service; 
(3) A lack of interest in the community toward first 
aid and care of the injured; (4) And last, but by no 
means least, the influence of local politics. 


PRACTICAL SOLUTION 


What then is the most practical solution in obtain- 
ing an improv ed emergency ambulance service? This 
is a most important question, yet one exceedingly dif- 
ficult to answer. The one point which should be made 
clear is “THAT STATE LEGISLATION IS NOT 
THE ANSWER”. 

The answer is one which can be decided only by 
the local physicians and Medical Society. This is a 
medical problem, first and last. There will be no 
improvement until the physicians themselves desire it. 
The Medical profession, and it alone, can demand and 
obtain satisfaction from their community government. 

How the emergency ambulance service is improved 
is a local responsibility. A good sound city ordinance 
sponsored and approved by local physicians is often 
one suitable solution. However, this ordinance must 
have constant supervision and enforcement as well as 
a severe penalty clause. 

There is no such thing in emergency ambulance 
service as a “gentlman’s s agreement”. Only the pas- 
sage of a sound city or local ordinance would assist 
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materially in improving such service. This helps in 
ruling out the human element of placing the dollar bill 
first and human life second — as exists in many 
private businesses. POLITICS HAS NO PLACE 
in the CARE OF AN INJURED OR SERIOUSLY 
ILL MAN. 


MUNICIPAL SERVICE 


Municipal emergency ambulance service has no 
equal — if properly supervised by a member of the 
local Medical Society. Whenever possible, municipal 
service should be encouraged. The patient is given 
every consideration under this type of service. This 
is likewise important to the physician who will even- 
tually care for him. 

Regardless of what local action is ultimately taken, 
one important feature stands out. Emergency first 
aid requires community team_work, and this team 

work is absolutely essential. Community team work 
inant on a good progressive educational program. 
This educational process may well start in the local 
fire and police departments. 

The police department must cooperate in every 
way, making the work of the ambulance driver much 
easier. It is essential that these police officers under- 
stand and appreciate the value of good first aid them- 
selves. They should never rush the work at the acci- 
dent scene, but allow all the time required in caring 
for and loading the victim. When the accident inves- 
tigator arrives at the scene of the accident, as he so 
often does, long in advance of any ambulance, his 
immediate concern should be for the victim. With 
no severe hemorrhage and respiration normal he has 
only to keep the crowd away and the victim lying 
as is. In some departments the accident investigator 
actually does the majority of emergency work. The 
police officer is of great help to the ambulance driver 
when the victim is lifted to the stretcher. He can 
secure man-power from the crowd to line four or five 
on each side of the victim and be assured of careful 
handling as the stretcher is placed under the victim. 


NEXT LINK 


The next link in the team work is when the ambu- 
lance arrives at the hospital. The staff and person- 
nei working in the receiving ward must likewise ap- 
preciate the value of lay first aid. If good splints 
have been applied, a little praise should be given as 
encouragement for future good work. If an error has 
been made, good constructive suggestions should be 
given. Good bandages and other equipment should 
not be needlessly destroyed. One of the greatest er- 
rors made is to tear off a well applied splint which in 
all probability could remain until after an X-ray. 
Unless explained to the astonished ambulance driver, 
his services will likewise cease to be as they should. 
How the victim is handled in transfer from ambulance 
stretcher to emergency room table, is an index to the 
training and supervision of the receiving room at any 
hospital. If the nurses and doctors go through these 
motions in a haphazard way, no better care of the 
injured can be expected from the ambulance driver 
who will handle the patient in like manner before 
arrival at the hospital. Good and proper example 
must be set at the hospital. To facilitate the work 
of the ambulance driver, a bandage and splint ex- 
change should be established and maintained in the 
emergency ward. 


BEST SYSTEM 


The best system, regardless of how emergency 
ambulance service is handled, is that system which 
uses when necessary the emergency service division of 
the police department, if such exists, or the rescue 
and first aid company of the fire department. There 
are many occasions where specially trained personnel 
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with special equipment are needed. In a community 
where only voluntary life saving crews are available, 
their services should be utilized and fully supported. 

In conclusion, I sincerely hope that the thought 
provoking statements presented in this talk may be 
beneficial and may contribute materially in improving 
the quality of ambulance service in those States rep- 
resenting this Section; such improvement is needed, 
and only you, the physicians of our communities, can 
solve this problem. 





Penicillin and Aureomycin in Prophylactic 
Therapy of Rheumatic Fever 


Rammelkamp and co-workers! have reported on 
the parenteral administration of crystalline procaine 
penicillin G to one-half of a group of 1,950 consecu- 
tive cases of exudative pharyngitis and tonsillitis, most 
of which were caused by group A hemolytic strepto- 
cocci. The young men were given 300,000 units on 
admission and again in 72 hours, or 300,000 units on 
admission, another 300,000 units in 48 hours and 600, 
000 units ‘at 96 hours. These patients were carefully 
studied for detection of rheumatic fever during the 
subsequent 4 weeks. A definite diagnosis of acute 
rheumatic fever was made for 17 patients in the un- 
treated group and 2 patients of the treated group; and 
a diagnosis of possible acute rheumatic fever was 
made for 6 patients of the untreated group and 2 pa- 
tients of the treated group. 

Rammelkamp at present is investigating the use 
of aureomycin. He has stated? that in a preliminary 
group of 80 men given aureomycin therapy for strep- 
tococcal pharyngitis, no subsequent attacks of rheu- 
matic fever have developed, although 2 cases might 
have been anticipated from the incidence of such at- 
tacks in other similar groups. The data for this study 
with aureomycin will be available for report at a later 
date. It is possible that aureomycin may prove to 
be a more reliable drug than penicillin for rheumatic 
fever prophylaxis because it is believed that aureo- 
mycin is less apt to promote the development of re- 
sistant strains of streptococci. 





Cancermobile 


Mass screening of “well” individuals for gastric 
cancer has been initiated in North Carolina; a new 
Gastric Cancer Detection Mobile, equipped with the 
only mobile Schmidt-Helm camera for photofluoro- 
graphy is making the rounds of the State’s 10 clinics. 
This new instrument is said to give a 10-times sharper 
image than the usual fluoroscope; yet it does not 
require a fluoroscopist, nor does it produce excessive 
doses of irradiation. The Mobile will stay three 
months or so at each clinic, make 40-50 examinations 
ner day of persons over 35. 

Reliability of photofluorography with the Schmidt 
camera is yet to be proven definitely. However, the 
technique is thought to hold real promise, especially 
in the detection of early, asymptomatic lesions. In one 
series of persons investigated, 13 with symptomless 
stomachs were found to have suspicious abnormalities. 
None of this group would agree to exploratory oper- 
ation; hence, the asymptomatic stage in these patients 
is being studied intensively. Frequent re-examinations 
show the lesions to be slowly enlarging; the rate of 
growth is so slow that the asymptomatic stage is now 
thought to be close to three years in length — much 
more than formerly supposed. 


1. Denny, F. W.; Wannamaker, L. W.; Brink, W. R.; Rammel- 
kamp, C. H., and Custer, E. A.: An Effective Method for the 
prevention of Rheumatic Fever After the Development of a 
Streptococcal Infection.J. Lab. & Clin. Med. 34:1596 (Nov.) 
1949. 


2. Rammelkamp, C. H.: Personal Communication. 
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Beaumont Hospital Gives Dinner for 
El Paso County Society 


The annual dinner and professional meeting, given 
by the Cominanding Officer of William Beaumont 
General Hospital and his staff for the El Paso County 
Medical Society and all medical officers was held 
with an attendance of 120. 

Dr. Perry C. Talkington, noted psychiatrist from 
Dallas, spoke on “Some Problems in Psychosomatic 
Medicine.” Doctor Talkington is Senior Consultant 
for the Fourth Army Area, and is consultant in Psy- 
chiatry to the Surgeon General of the Army. During 
the war vears, he served as psychiatrist for Fort Sam 
Station Hospital (now Brooke); as Consultant in Psy- 
chiatry for Patton’s Third Army; and as consultant 
in Psychiatry for the Eighth Service Command. 

In opening the meeting, Col. James E. Yarbrough 
expressed his appreciation for the extremely cordial 
relations and whole-hearted cooperation which have 
existed between WBGH and the El Paso doctors. 
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Col. Clifford A. Best, Chief of the Professional 
Services, introduced Doctor Talkington, with whom 
he had worked in the Normandy invasion. 

In his talk, Doctor Talkington emphasized the 
necessity for the physician always to consider both 
the emotional and physical aspects of the condition of 
the patient, as the two cannot be separated. “It is not 
considered that emotional factors produce organic 
diseases, but they frequently serve as the contributing 
trigger mechanism to precipitate an acute condition,” 
he said. 





Tumor of the Carotid Body 


These tumors may occur at any age. Tumors of 
the carotid body usually are unilateral and appear asa 
grayish-brown, encapsulated, lobulated mass. A pain- 
less lump protruding from under the anterior margin 
of the sternocleido-mastoid muscle is the most com- 
mon symptom. Immediate surgery is recommended. 
Corbett, A. J., and McClintock, J. C.: Tumor of the Carotid 
Body Associated with Nodular Goiter, Arch. Surg. 60:81 (Jan.) 
1950. 
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A SIMPLE HEAD-HOLDING DEVICE 
FOR THE 
‘‘HOPELESS’’ CEREBRAL PALSY PATIENT 


By Herbert E. Hipps, M. D., F. A. C. S., Waco, Texas 


The “hopeless” Cerebral Palsy patient is one who 
cannot hold his head erect, sit alone, use his hands, 
or stand and walk. 

Many of these patients can be rehabilitated to a 
creditable degree if properly treated. 

The first thing to teach them is head balance. 

Such a child as this cannot balance his head be- 
cause: 

1. His neck muscles are weak. 
2. He has no control over them. 

He needs, therefore, a head support which permits 
movement of the head while supporting it. 

The simple device here described, efficiently and 
effectively does just that. It costs very little and 
can be made by almost anyone. 

It is made of a piece of stockinette or other semi- 
elastic cloth than can be drawn down snugly over the 
child’s head. A string runs upward from this cap to 
an overhead bar. The string is just tight enough to 
hold the head balanced in a vertical position. 

The baby’s head must be shaved or the hair must 
be clipped close, then liquid adhesive is spread over 
the scalp and the cloth cap is pulled well down over 
the head. 

This cap usually will remain on the head for four 
or five days before it is necessary to replace it. 

The child’s head may be supported in this way till 
he gains strength in and control of his neck muscles. 
Little by little with the passage of time, the support 
may be left off, as he learns to balance and control 
movements of his head. 
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Nitrogen mustard therapy produces only palliation 
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